Placebo treatments in psychotherapy cannot adequately control for all common factors, which thereby attenuates their effects vis-à-vis active treatments. In this study, the authors used meta-analytic procedures to test one possible factor contributing to the attenuation of effects: structural inequalities between placebo and active treatments. Structural aspects of the placebo included number and duration of sessions, training of therapist, format of therapy, and restriction of topics. Results indicate that comparisons between active treatments and structurally inequivalent placebos produced larger effects than comparisons between active treatments and structurally equivalent placebos; moreover, the latter comparison produced negligible effects, indicating that active treatments were not demonstrably superior to well-designed placebos.
Shortly after the randomized double-blind placebo control group design was adopted in medicine, Rosenthal and Frank (1956) suggested that the design be used in psychotherapy research to rule out factors that are incidental to ingredients specified by the treatment protocol (i.e., to control for the common factors in therapy):
It may be possible to study the possible specific effects of any particular form of therapy by the use of a matched control group participating in an activity regarded therapeutically inert from the standpoint of the theory of the therapy being studied. That is, it would not be expected to produce the effects predicted by the theory. The "placebo psychotherapy" in a sense would be analogous to placebos in that it would be administered under circumstances and by persons such that the patients would be expected to be helped by it. (pp. 299 -300) 1 For example, if cognitive-behavioral therapy (CBT) for depression were compared with an adequate placebo control group and found to produce superior outcomes, these results would support the contention that the purported active ingredients in CBT (e.g., altering core schema and challenging irrational thoughts) were responsible for the benefits of the treatment. This assertion could 1 Currently, it is not popular to call alternative treatments placebos because of the connotations of deception and charade. Consequently, such groups are labeled as supportive therapy, nondirective therapy, common factor control, credible attention placebo, and modest contact. However, because their purpose is to rule out common factors, they are used in an attempt to emulate the role placebos play in the medical model of testing drug efficacy, and thus, they are called placebo controls herein. At times, the actions of the therapists in these control groups appear to have a Rogerian flavor; however, the "Rogerian" treatment provided would not meet the definition of a bona fide treatment used in this research, nor would such treatment be accepted as a viable experiential therapy as currently conceptualized (see Wampold, 1997 Wampold, , 2001b only be made as long as the placebo treatment was sufficiently well designed to rule out factors such as the therapeutic relationship, expectation for benefits, the healing context, and so forth.
On the basis of this rationale, researchers over the years have used the double-blind, randomized, placebo control design to establish the efficacy of specific treatment ingredients in psychotherapy studies by purportedly controlling for the treatment effects due to factors extraneous to the specific treatment. To appropriately use this design to establish the efficacy of a specific psychological ingredient, researchers must meet several conditions. First, all factors but those purported to be the active ingredients of that treatment must be made equivalent (i.e., held constant). That is, the placebo control treatment must be structurally indistinguishable from the specific treatment (e.g., same number of sessions and same treatment modality). In addition, the participants, study administrators, and study examiners must all be blind to the treatment conditions. Finally, other psychological factors, such as participants' expectations and belief in treatment and the credibility of the treatment, need to be controlled (i.e., made comparable for the active and placebo treatments).
Unfortunately, aspects of placebo control groups in psychotherapy attenuate their validity to establish that the benefits of psychotherapy are derived from the specific ingredients (Basham, 1986; Borkovec & Nau, 1972; Brody, 1980; Horvath, 1988; O'Leary & Borkovec, 1978; Shepherd, 1993; Wampold, 1997 Wampold, , 2001a Wampold, , 2001b . The problems are twofold. First, psychotherapy studies cannot be blind in the manner of placebo controlled medical studies. Quite obviously, the therapist must be aware of the treatment being delivered to follow the treatment protocol (O'Leary & Borkovec, 1978; Seligman, 1995; Wampold, 2001b) . It is quite likely that in the absence of therapist blinding, the therapist, knowing that he or she is administering a placebo treatment not intended to be therapeutic, administers the placebo treatment less faithfully and passionately: "It is unlikely that therapists would accept such a placebo if they had to implement it for 20 sessions" (O'Leary & Borkovec, 1978, p. 823) .
The second problem is that the placebo is distinguishable from the active treatment; that is, an objective observer could identify the differences. The apparent differences between placebo and active treatment play havoc with the logic of the design. If the study participants are informed that they will be randomly assigned to an active treatment or to a placebo treatment without active ingredients, the apparent differences between the groups would allow the participants to determine that they were assigned to the less desirable treatment. Therefore, the quality of the design is increased by informing the participants that both treatments are equally efficacious, thereby creating a deception (O'Leary & Borkovec, 1978) . However, even with the deception, the differences create, to varying degrees, inequivalence in the common factors that are being controlled. For example, the credibility of the rationale of treatment is a potentially powerful healing aspect of treatment (Wampold, 2001a (Wampold, , 2001b ; by necessity, the rationales for the treatments differ and, consequently, the credibility of the treatment and the resulting expectations of the participants might differ as well. Indeed, Borkovec and Nau (1972) found that the rationales for control conditions were rated as less credible than the rationales for various active conditions.
Although it is impossible to design a placebo psychotherapy that is indistinguishable from the active treatment, obviously, the more similar the placebo is to the active treatment, the better. At the very least, the two treatments should be structurally equivalent. At the most basic level, structural equivalence involves the dose of treatment, particularly because dose is related to outcome (Howard, Kopta, Krause, & Orlinsky, 1986) . Thus, treatment and placebo should provide participants with equal numbers of sessions of equal length. As well, the treatments should use the same modality (e.g., individual or group) and therapists with generally equivalent skill and training. Finally, the placebo treatment should not proscribe therapists behaviors to the extent that the treatment no longer resembles psychotherapy as typically defined; that is, the placebo treatment should allow participants to discuss their particular problem (i.e., they should not have received a standard psychoeducational treatment or they should not have been restricted from discussing their particular issues).
Adequacy of placebo controls is notoriously difficult to examine empirically. One strategy is to rely on participant ratings of credibility and expectation (e.g., Barker, Funk, & Houston, 1988; Bowers & Clum, 1988; Stevens, Hynan, & Allen, 2000) . Unfortunately, such ratings are reactive in that treatment progress affects the ratings (O'Leary & Borkovec, 1978) ; on the other hand, administration of credibility and expectation scales prior to the beginning of treatment results in responses that are based on negligible amounts of information and are therefore unreliable. Moreover, most studies using placebos do not assess participants' expectations.
There have been previous attempts to relate adequacy of placebo controls to outcomes (viz., Barker, Funk, & Houston, 1988; Bowers & Clum, 1988; Stevens et al., 2000) . Barker et al. (1988) examined only studies for which the differences in ratings of expectation prior to treatment for the treatment and control groups were not statistically different. Such a procedure is based on participants' judgment of the therapy prior to actually receiving therapy, thereby relying on a small set of cues provided by the researcher; moreover, only 17 studies out of over 200 reviewed provided adequate data to conduct the meta-analysis. Bowers and Clum (1988) as well as Stevens et al. (2000) examined credibility of treatments. Unfortunately, both studies used either participant ratings of credibility subsequent to treatment or, if such ratings were nonexistent, characteristics of the placebo control group, which were considered proxies for credibility. Moreover, pill placebos were considered as credible controls for the active psychological treatment. Surprisingly, in these previous metaanalyses, credibility did not appear to be related to treatment versus control group outcomes, bolstering the conjecture that use of a combination of ratings and proxies for credibility as well as inclusion of pill placebos obscured finding the expected relationship.
The purpose of the present study was to examine the effects related to the structural equivalence of the placebo vis-à-vis the active treatment. It would seem reasonable that research designs using placebo controls would include placebo controls that were structurally equivalent to the treatments in order to make a valid conclusion about the specificity of active ingredients, but surprisingly, as is seen, this is not always the case. An example of structural inequivalence is a comparison of supportive psychotherapy, designed as a placebo control for common factors, with interpersonal psychotherapy for the treatment of depressed HIV patients (Markowitz et al., 1995) :
Supportive psychotherapy, defined as noninterpersonal psychotherapy and noncognitive-behavioral therapy, resembles the client-centered therapy of Rogers, with added psychoeducation about depression and HIV. Unlike interpersonal psychotherapists, supportive psychotherapists offered patients no explicit explanatory mechanism for treatment effect and did not focus treatment on specific themes. Although supportive psychotherapy may have been hampered by the proscription of interpersonal and cognitive techniques, it was by no means a nontreatment, particularly as delivered by empathic, skillful, experienced, and dedicated therapists. Sixteen 50-min sessions of interpersonal therapy were scheduled within a 17-week period. The supportive psychotherapy condition had between 8 and 16 sessions, determined by patient need, of 30 -50-min duration. (p. 1505) We hypothesized that degrading the structure of the placebo treatment vis-à-vis the active treatment would attenuate the efficacy of the control, thereby producing larger treatment-placebo differences than better designed placebos. That is, the effect size of studies comparing inequivalent treatments would be greater than the effect size of studies comparing structurally equivalent treat-
Method

Study Inclusion Criteria
Studies comparing a psychological treatment (i.e., a specific treatment) intended to be therapeutic with an alternative treatment, placebo treatment, or supportive counseling treatment (labeled placebo control for the purposes of this study) that lacked the active ingredients of the specific treatment were included in this meta-analysis. In addition, the following criteria had to be met: the participants were adults, they were randomly assigned to either a treatment group (i.e., bona fide treatment) or a placebo treatment control group, and they received more than one session of a given treatment. Using criteria similar to those identified in Wampold et al. (1997) , we deemed that a psychotherapeutic treatment was bona fide on the basis of the following criteria: the treatment must have been delivered by a trained therapist; the treatment must have involved face-to-face contact and interaction with the patient as the vehicle through which the therapeutic components were delivered (e.g., a videotaped lecture series on mental health issues, played to successive participants, would not be considered a bona fide psychotherapeutic treatment); and the treatment must also have included two of the three following components: (a) the treatment was based on psychological principles (e.g., operant conditioning), (b) the treatment was offered to the psychological community as a viable treatment (e.g., manuals were available), and (c) the treatment contained specific components intended to be therapeutic (e.g., cognitive restructuring). Therefore, a treatment intervention that did not meet all of these criteria was not considered to be bona fide and the study was excluded. A placebo treatment was defined as an experimental condition used in an attempt to control for psychotherapy's common factors by providing a treatment devoid of specific ingredients.
Study Acquisition
Studies meeting the previous criteria were acquired in two ways. First, following the procedures used in Wampold et al. (1997) , we made an exhaustive search of six major journals published between 1994 and 2000, inclusive. The following journals were selected because they contained the majority of published psychological outcome studies: Journal of Consulting and Clinical Psychology, Journal of Counseling Psychology, Behavior Therapy, Behavior Research and Therapy, Archives of General Psychiatry, and Cognitive Therapy and Research. The years 1994 to 2000 were selected to ensure that conclusions were germane to current research practices, as the use of placebo controls has evolved over the years (cf. Stevens et al., 2000) . Second, an electronic database search was conducted. A query was made of the PsycINFO database using the years 1994 -2000 and articles in the English language as the primary criteria. Adding the terms supportive therapy, supportive, and/or nondirective yielded abstracts of 100 articles. These articles were then thoroughly examined by a team of four investigators (i.e., the authors) to determine whether they met the criteria. A total of 27 comparisons of treatments to placebos (derived from 26 studies) meeting the inclusion criteria were identified using these two procedures. However, only 21 of the 27 comparisons included the data necessary to conduct a meta-analysis. Therefore, analyses and results are presented for the final sample of 21.
The treatments used in these studies varied considerably. Examples of the types of bona fide specific treatments included: cognitive therapy or CBT (14 studies), behavioral therapy (2 studies), eye movement desensitization and reprocessing (1 study), coping skills training (2 studies), social skills training (1 study), and interpersonal psychotherapy (1 study). The placebo control treatment groups were labeled supportive therapy (13 studies), credible attention placebo (1 study), relaxation training control (1 study), discussion group (1 study), awareness through movement (1 study), befriending (1 study), nonprescriptive treatment (1 study), cognitive analytical treatment (1 study), and modest contact (1 study).
Structural Rating
We carefully examined the structural qualities of the qualifying studies to test adequately our hypothesis that structural differences in the specific treatment and the placebo treatment would affect the treatment outcomes. Two evaluators (doctoral students in counseling psychology), who were blind to the study hypotheses and not connected with the study in any other capacity (i.e., not the authors), were provided with only the Method sections of all 21 studies. They were instructed to rate each treatment group (i.e., the specific and placebo) on the following components: (a) the number of sessions, (b) the length of sessions, (c) the format (i.e., group or individual), (d) the training of the therapists, (e) whether interventions were individualized to the clients, and (f) whether clients could discuss topics logical to the treatment (e.g., were trauma victims allowed to talk about their trauma?) or whether they were restricted to neutral topics. If the treatments were identified as differing on one or more of these dimensions, they were considered to be structurally different and were labeled as having an inequivalent structure. If they did not differ on any of these dimensions, they were categorized as having an equivalent structure. The raters agreed on the categorization of 16 of 21 studies. The authors resolved disagreements consensually by reviewing the Method sections of the articles. All ratings were made blind to the results of the individual studies. This classification method resulted in 8 studies being classified as having inequivalent structure and 13 studies being classified as having equivalent structure. To rule out the threat that cognitive and/or behavioral treatments might have been unequally represented in the two conditions, we checked the distribution of these treatments and found that they were nearly equally distributed: 6 of 8 and 10 of 13 in the inequivalent and equivalent conditions, respectively, were cognitive and/or behavioral (Fisher's exact test, p ϭ 1.00).
Meta-Analysis
A meta-analysis was conducted to test the hypothesis pertaining to structural equivalence. Following standard meta-analytic procedures (Hedges & Olkin, 1985) , two calculations were made for each study: (a) an estimate of the effect size (d i ) for the bona fide treatment versus the placebo control and (b) an estimate of the variance of this estimate ( d 2 ). The estimate of the effect size for each study was calculated through a multistage process. For each dependent variable within a study, the difference between the means of the two treatments was calculated and then divided by the pooled standard deviation of the two treatments. This value was adjusted to yield an unbiased estimate of the population effect size. These unbiased estimates were then aggregated across all dependent measures within a given study using the method developed by Wampold et al. (1997) , resulting in one estimate per study and the standard error of that estimate.
Next, we aggregated the effect sizes for the studies in the inequivalent structure group and the equivalent structure groups, respectively. To do this, we followed Hedges and Olkin's (1985) procedures for weighting each study's effect size by the inverse of its variance and combined these weighted effect sizes to yield the aggregated effect size estimate (dϩ) for each structural group. This procedure gives studies with larger sample sizes more weight. In addition, the standard error of this estimate was calculated according to the methods developed by Hedges and Olkin (1985) . Using the standard error of estimate, the 95% confidence interval for the true value of the population effect size was calculated. The effect size for the inequivalent structure was compared with the effect size for the equivalent structure, and it was hypothesized that the former would be greater than the latter. Finally, the homogeneity of the effects within each group (viz., the inequivalent and the equivalent) were examined to determine whether there were additional moderators of effect size not considered in this study.
Results
The results of the meta-analysis of the 21 studies containing 913 participants, with regard to structural equivalence, are summarized in Table 1 . The aggregated effect size for the 8 studies identified as having inequivalent structures was .465 (361 participants), an effect size that is similar to that found for the difference between bona fide and placebo treatments (Lambert & Bergin, 1994) and that can be classified as a moderate-sized effect (Cohen, 1988) . The 95% confidence interval was .309 to .621, indicating that the population effect size is significantly greater than zero. Moreover, the Q statistic used to index heterogeneity was not sufficiently large for us to reject the null hypothesis that these effects are homogeneous (Q ϭ 7.87, compared with a chi-square with k Ϫ 1 ϭ 7 df, in which k is the number of studies; see Hedges & Olkin, 1985) .
The equivalent structure group's (n ϭ 13 studies, 552 participants) aggregated effect size was .149, with a 95% confidence interval of .005 to .292. Although the effect size comparing active treatment with placebos with equivalent structures was significantly larger than zero, the effect size was extremely small (Cohen, 1988; cf. Wampold, 2001b) . The effects for this group were heterogeneous (Q ϭ 42.81 compared with a chi-square with k Ϫ 1 ϭ 12 df, in which k is the number of studies; see Hedges & Olkin, 1985) .
The critical test of the hypothesis is the comparison of the effect size for inequivalent placebos (viz., d ϭ .465) with the effect size for the equivalent placebos (d ϭ .149). Using the between-groups test developed by Hedges and Olkin (1985) , we compared the test statistic Q B to a chi-square statistic with one degree of freedom. The obtained value of Q B was 8.57, which is sufficiently large to reject the null hypothesis that the effect sizes are equal ( p ϭ .003) in favor of the alternative hypothesis that inequivalent placebos produced larger sized effects than those produced by equivalent placebos.
Discussion
In medicine, randomized double-blind placebo control groups are used to establish the specificity of treatments. The validity of the design in psychotherapy is arguable, although many researchers continue to place their faith in such designs: "The task of demonstrating that specific techniques in complete treatments exceed common factor effects requires outcome studies that compare complete treatments with common factor controls" (emphasis added, Stevens et al., 2000, p. 273) . However, as discussed in the introduction, placebo controls in psychotherapy suffer from a number of flaws. Thus, it is necessary to examine aspects of the design of the studies (viz., structural aspects of the placebo treatments) to understand the results of placebo controlled research in psychotherapy. In the present meta-analysis, we classified placebo controls as inequivalent and equivalent to allow an examination of factors that are related to the efficacy of placebos vis-à-vis treatments.
Although previous attempts to summarize research involving placebos have examined the credibility of treatments (e.g., Bowers & Clum, 1988; Stevens et al., 2000) , the present meta-analysis was the first to examine structural inequalities as an indicator of the sufficiency of placebo controls in psychotherapy. Not surprisingly, psychotherapy treatments produced better outcomes than placebos that were structurally inferior. Indeed, this meta-analysis confirmed that the effect size produced by comparisons to inequivalent placebos (i.e., d ϭ 0.465) was approximately equal to that found in various other meta-analyses (cf. Lambert & Bergin, 1994; Stevens et al., 2000; Wampold, 2001b) . However, when placebo controls are better designed, the present meta-analysis found that the benefits produced by such treatments were not substantially different from the active treatments to which they were compared (i.e., d ϭ 0.149, which although statistically different from zero is negligible). It should be noted, in addition, that the latter effect size is heterogeneous, indicating an unobserved moderator (i.e., the variability among the structurally equivalent controls exceeded that expected, suggesting that some aspect of these comparisons influenced the size of the effect).
The results of this meta-analysis have considerable implications for psychotherapy research and theory. With regard to research, it is clear that the design of the placebo control has an effect on the outcome. The placebos in the inequivalent condition were struc- turally impoverished relative to the active treatment, particularly with regard to the amount of contact time between the therapist and the patient. Given that dose of therapy and benefits are related (Howard et al., 1986) , the poor outcomes produced by the inequivalent condition were expected. At the very least, researchers need to yoke the structure of the placebo to the structure of the treatment.
The results of previous meta-analyses of placebo controlled research have led to very different conclusions about the relative efficacy of common factors and specific ingredients. Stevens et al. (2000) concluded that "the specific components of psychotherapy exert a beneficial influence over and above the common factors delivered" (p. 286) on the basis of the facts that treatments outperformed placebo controls and that credibility did not appear to moderate the effect size. On the other hand, Wampold (2001b) argued that because placebo controls are necessarily flawed in psychotherapy (i.e., they contain some but not all of the common factors; see Wampold, 2001b, Chapter 5) , the superiority of bona fide treatments vis-à-vis placebos is not sufficient evidence to establish specific effects. The present study attempted to resolve this interpretive ambiguity empirically. Placebo controls that were structurally equivalent to the treatment produced effects that were nearly equal to those produced by active treatments, whereas placebo controls that were structurally inferior produced demonstrably poorer outcomes than active treatments. Two previous meta-analyses have found that credibility was unrelated to outcome (Bowers & Clum, 1988; Stevens et al., 2000) ; in those studies, elements of structure were incorporated in the operational definition of credibility and included pill placebos as well.
2 It appears, however, that the structure of comparison groups, objectively determined, has a demonstrable effect on the results. The present meta-analysis shows that the evidence collected from studies that used placebo controls is insufficient to conclude that the specific ingredients are responsible for the benefits of psychotherapeutic treatments.
It should be recognized that all placebos in psychotherapy contain one fundamental flaw: In the placebo condition therapists are aware that they are delivering a treatment not containing actions that are theoretically prescribed by any known psychotherapy treatment and thus might not deliver the treatment with the required allegiance to that treatment. That allegiance is an important determinant of outcome in psychotherapy (Wampold, 2001b) suggests that the therapists may be less enthusiastic, less hopeful, less engaged, or less empathic in such conditions; that is, the common factors in such controls are degraded (O'Leary & Borkovec, 1978; Wampold, 2001b) . There are other flaws in psychotherapy placebos as well, but nevertheless, this one flaw precludes ever concluding that the superiority of a treatment to a placebo is unambiguous evidence for specific effects (as opposed to the greater certainty that derives from such designs in medicine, in which the double-blind is possible). Thus, a perspicuous case could be made that the placebo design is inadequate to rule out common factors in psychotherapy. The results of the present meta-analysis suggest that in spite of the flaws, well-designed placebos are nearly as beneficial as active treatments.
Of course, placebo control groups are not the only means to establish that the specific ingredients in treatments produce the benefits of psychotherapy (Borkovec & Miranda, 1999; Wampold, 2001b) . When placebos were introduced to psychotherapy researchers in 1956, Rosenthal and Frank emphasized the necessity of showing that the intended psychological mechanism was operative. For example, changes in cognitions and schemas should mediate the administration of CBT and the benefits produced (see Wampold, 2001b, Chapter 5) . As well, the dismantling design, in which one (or a few) critical ingredients are removed to ascertain whether the benefits can be attributed to that (or those) ingredients, provides a two-group comparison in which the groups are more similar than is the case in the treatment-placebo comparison:
One crucial feature of the [dismantling] design is that more factors are ordinarily common among the various comparison conditions. In addition to representing equally the potential impact of history, maturation, and so on and the impact of nonspecific factors, a procedural component is held constant between the total package and the control condition containing only that particular element. Such a design approximates more closely the experimental ideal of holding everything but one element constant . . . . Therapists will usually have greater confidence in, and less hesitancy to administer, a component condition than a pure nonspecific condition. They will also be equivalently trained and have equal experience in the elements relative to the combination of elements in the total package . . . . At the theoretical level, such outcomes tell what elements of procedure are most actively involved in the change process . . . . At the applied level, determination of elements that do not contribute to outcome allows therapists to dispense with their use in therapy. (Borkovec, 1990, pp. 56 -57) The purpose of the study needs to be taken into consideration when designing comparison groups in psychotherapy. If research is focused primarily on determining the efficacy of a treatment rather than on theoretically determining specific ingredients, no treatment controls, treatment as usual, or previously established treatments provide useful comparisons. On the other hand, dismantling designs are particularly suited to determining whether a particular ingredient is critical to the benefits of the treatment. Placebo-type controls appear to be located somewhere between pragmatic designs (i.e., those focused on efficacy) and theoretical designs (i.e., those focused on specific components). In spite of this ambiguous position, the present results, derived from placebo controlled research, suggest that specific ingredients in psychotherapeutic treatments are not responsible for the treatment benefits because treatments that are structurally equivalent to active treatments, but which contain no theoretically prescribed ingredients, produce effects similar to those of active treatments.
